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Caring for the Uninsured and
Underinsured
To the Editor.\p=m-\Access to health care
is a significant problem for mil-
lions of Americans, particularly for
those who are poor, homeless, lack
health insurance, and are unemployed.
Proposed comprehensive solutions to
health care access problems, including
mandated employer-based health insur-
ance, health insurance risk pools, and
universal health insurance programs,
may take several years of public and
private debate before they are finally
enacted.1-3
In the meantime, physicians have an
obligation to provide a portion of their
professional time to serving those with-
out the resources to pay.4Many physi-
cians dedicate substantial portions of
their efforts to providing such free care,
acting as role models for their peers as
well as for those still in medical train-
ing.5 However, the extent to which the
academic medical profession and its
educational processes support such ef-
forts is unknown. The current study
was designed to assess the commit-
ments of US medical schools toward
providing free health care outside their
hospital environments and within their
respective communities.
Study.—All US medical schools were
surveyed to determine how many
schools sponsor or have affiliations with
free health care clinics serving indigent
or homeless populations. Of the 126 ac¬
credited medical schools, 110 (87%)
were successfully contacted and agreed
to a telephone interview.
Of these schools, 27% indicated that
they currently have affiliationswith and
provide care at local freemedical clinics.
Although public medical schools ac¬
counted for 69% of the universities re¬
sponding to the survey, they accounted
for 83% of those schools with free indi¬
gent clinics. Only 12% of the private
medical schools provided such services.
Thirty-three percent of the free medical
clinics involved medical students as the
primary coordinators of the clinics. The
primary medical school sponsoring de¬
partments for these free clinics were
family medicine (n = 15) and internal
medicine (n = 5).
Comment.—Until some substantial
changes occur in our current health care
system, millions of Americans will re-
main without access to health care.
Some academic medical centers have re¬
sponded to the current crisis by helping
to establish and staff free medical clin¬
ics. Our survey shows, however, that
the majority of medical universities
have not contributed resources for
these purposes, particularly private
medical centers where eight ofnine cen¬
ters lacked formal programs.
Academic medicine's clinical involve¬
ment in access to health care issues pro¬
vides benefits to patients, students, and
society. Patients benefit from having
direct health care access as well as from
having a formal advocacy network.
Medical students, residents, and other
health care professionals benefit from
learning the importance of social con¬
structs on disease processes as well as
by working with other health care pro¬
viders and community agencies. Final¬
ly, society benefits by the knowledge
that within ongoing dialogues to im¬
prove health care access, its health care
professionals are leading by example in
the struggle to eliminate inequalities.
Opportunities exist within our current
health care system for academic medi¬
cine to increase its commitments to
these problems.








Edited by Drummond Rennie, MD, Deputy Editor
(West), and Don Riesenberg, MD, Senior Editor.
1. Enthoven A, Kronick R. A consumer-choice health plan
for the 1990s. N Engl J Med.1989;320:94-101.
2. Himmelstein DU, Woolhandler S. A national health pro-
gram for the United States. N Engl J Med. 1989;320:
102-108.
3. GinsburgJA, Prout DM. Access to health care, American
College of Physicians. Ann Intern Med. 1990;112:
641-661.
4. Lundberg GD, Bodine L. Fifty hours for the poor.
JAMA. 1989;262:3045.
5. Hilfiker D. Are we comfortable with homelessness?
JAMA. 1989;262:1375-1376.
To the Editor.\p=m-\The availability and af-
fordability of health care is no longer
only a medical concern. Our great state
of Texas has one of the highest percent-
ages ofuninsured and underinsured citi-
zens in the United States.
Recognizing this problem as it applies
to the State ofTexas, the Texas Medical
Association (TMA), in response to its
House of Delegates, in 1990 began a
study bringing together a statewide co-
alition with representation from busi-
nesses, consumers, hospital administra-
tors, insurers, legislators, physicians,
and trial lawyers. We successfully de-
veloped a consensus for a plan that will
begin to address the spiraling premium
costs, decreased availability of health
insurance, and lack of access to health
care formore than 2.3 million uninsured
Texans whose incomes are less than
200% of the poverty level. This planwill
also address some of the issues experi-
enced by the underinsured.
The consensus document, "Insuring
the Uninsured: A Plan for Texas," will
serve as the basis for the TMA's legisla¬
tive package on health insurance reform
and cost-containment issues. The five-
step plan proposes increased expansion
in eligibility for Medicaid recipients and
improvements in physician and provid¬
er Medicaid reimbursement, a state-
created sliding scale entitlement pro¬
gram that offers a basic package of
primary and preventive health care ser¬
vices for the working poor, the creation
of a basic benefit package for small-
group businesses, adequate funding of
the Texas Health Insurance Risk Pool
created by the 1989 Texas legislative
session for the medically uninsurable,
and, finally, proposals for health care
cost containment and health insurance
reform, including ERISA reform, stan¬
dardizing health insurance policy lan¬
guage, and holding health care provid¬
ers and insurance companies to high
standards of representation to the pub¬
lic. Several additional recommenda¬
tions to implement health care cost con¬
tainment are included in the proposal to
the Texas legislature.
We hope that cooperative initiatives,
which include the many interested par¬
ties whom I have described, can provide
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